Discussion
Giant cell arteritis is a relatively common disease in the elderly' and can affect almost all the large arteries, including the aorta. 34 The superficial temporal and ophthalmic arteries are often affected, causing headache and visual disturbance. Polymyalgia rheumatica frequently accompanies these symptoms. The intracranial arteries are rarely affected,34 but this has been reported in some cases.' 5 The pathogenesis is unknown. (fig 1) . These appearances were interpreted as showing severe ischaemic nephrosclerosis with infiltration of the cortical interstitium by CLL.
The patient received oral chlorambucil 20 mg daily for two days with oral Allopurinol 200 mg daily. Treatment for renal failure consisted of a low protein diet and oral bicarbonate. Atenolol 50 mg daily was given for the hypertension. Three weeks later the lymphocyte count had fallen to 61 x 109/1 but there had been a substantial decline in renal function with urea reaching 31-9 mmol/l and creatinine 1124 ,umol/l. Further oral treatment with chlorambucil 20 mg once a day for three days and prednisolone 20 mg three times a day for 10 days was given in addition to low dose renal bed irradiation (400 cGy in two fractions given on successive days). Over the next two weeks the serum creatinine concentration fell to 496,umol/l and the urea to 17-9 mmol/l. This was followed by a fall in the lymphocyte count to 14 x 109/1 at about five weeks after the second course of chemotherapy. Figure 2 shows the changes in serum creatinine and lymphocyte count in relation to treatment during this period.
Treatment for CLL was continued with monthly courses of chlorambucil for a total of nine courses. One month after completing chemotherapy the patient was asymptomatic, with lymphadenopathy confined to two small cervical nodes. The lymphocyte count was normal at 2-6 x 109/1 and renal function had shown further slight improvement with a serum creatinine of 362 pmol/l and urea of 16-1 mmol/l. Renal biopsy was repeated five months after radiotherapy and this showed a pronounced reduction in the extent of cortical lymphocytic infiltration, although ischaemic nephrosclerotic changes remained unchanged (fig 3) . Subsequently the patient received intermittent treatment with oral chiorambucil with or without prednisolone whenever there was evidence of disease progression. Renal function remained stable until he died, eight years later, of septicaemia secondary to bone marrow failure associated with extensive marrow infiltration by CLL.
Necropsy studies report a prevalence of renal infiltration in CLL of between 63% and 90%.' 3 The histological appearance of infiltration of the kidney by CLL has been described in two previous publications. A case report describes foci of lymphocytes scattered irregularly throughout the kidney, more common in the cortex than the medulla. 4 In a study of 42 cases Schwartz et al observed discrete lymphocytic foci in the cortical interstitium, particularly the subcapsular cortex, and along the vasa recta at the corticomedullary junction.2 In this study leukaemic foci were associated with fibrosis, tubular atrophy, and glomerulosclerosis.
In our patient initial treatment with chlorambucil resulted in an improvement in the peripheral lymphocyte count but was accompanied by a deterioration in renal function without evidence of renal cause for this. It was unlikely to have been due to uric acid nephropathy as the serum uric acid was never significantly raised 6 Merrill and Jackson reported that renal bed irradiation (of unspecified dose) was effective in one patient,4 but Saggi et al found renal radiotherapy (850 rads to one and 700 rads to the other kidney over three weeks), together with oral prednisolone and chlorambucil, to be ineffective in their patient. 8 In each of these four cases response was assessed on the basis of changes in renal function alone. Our patient is at present unique in that prolonged improvement in chronic renal failure followed treatment and was accompanied by a demonstrable reduction in lymphocytic infiltration of the kidneys. Our case shows that when chronic renal failure occurs in CLL, leukaemic infiltration of the kidney should be considered as a possible cause. Renal bed irradiation may then be effective treatment, leading to improvement in renal function.
